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As a Clinical Case 

 

                                         ,  A 62-year-old female patient presented to 

chest attacks of repeated : department due to thoracic surgery our 

coughing, general weakness, and bouts intermittent pain, hiccups, 

feverof  

No significant history was reported.  

 

 

 

On physical examination, the chest wall was symmetrical on 

both sides; there was no tenderness on palpation, and on 

the diminished respiratory sounds at auscultation there were : 

.lungof the left base  



left hypochondrium, extending cystic formation in the cm 18 an  showesecho The abdominal 

to the thoracic cavity, it is pressing on the left hepatic lobe and contains several cystic 

formations, The cyst has direct contact with the pericardium.  



X- ray cCt - scan 



Our opinion was that it formed inside the chest cavity and that 

the CT reading was not accurate, and since the patient’s 

brother is a gastroenterologist an investigative laparoscopy 

was performed to determine the relationship of the mass with 

the abdominal cavity . 

The result of the labaroscopy was the peritoneum was domed 

.intact toward the abdominal cavity, but it was  

antibody  granulosus Echinococcusand the ,  normalLabs were 

test was negative (1/80), A multi-slice CT was repeated before 

surgery, as it showed : 



Computed tomography (CT) scan showed a cystic formation containing varying densities. 
involving the left lower thorax location COMPLEX cm with an 12  ×13  ×15 cyst size was The 

and the left cardio phrenic angle, with a direct bordering of the pericardium and the left 
hepatic lobe. 



Differential diagnosis 

  :The top differential diagnosis was 
 * Giant hydatid cyst, Teratoma 

 * Congenital diaphragmatic hernia 
* Diaphragmatic neurenteric 

* Neurentric duplication cysts  
were put into consideration  



The patient underwent a left posterolateral thoracotomy, Cystic formation was visualized in 
the left cardiophrenicangle, The cyst was embedded in the peripheral diaphragm, causing an 

eventration without penetrating the peritoneum.  

CYSTIC 
FORMATION Diaphragm 



We performed a cystotomy and 
evacuation of the cystic cavity, 

followed by washing it with 
povidone and hyperosmolar saline. 



Cyst was contained an enormous 
amount of necrotic daughter cysts 

and . 



the widespread borders 
of the cyst, especially 
with the pericardium. 



  The diaphragm defect was small, 

a mesh  withoutso it was closed 

to repair the eventration. 

Then, the diaphragm was 

sutured to the ribs to give it 

more stability.  

Two drainages were put in the 

cyst and thoracic cavity. 



 Postoperative X-ray shows lung 
expansion, two drainages were put in the 

cyst and thoracic cavity. 





 بسسيطةطبقي او  متااابعة صوووورة

Albendazole 10 mg/kg was administered orally for 6 months 

postoperatively to avoid recurrence. 

 After 12 months of follow-up 

 no recurrence was observed. 
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Conclusions : 

Intrathoracic extrapulmonary HCs causing eventration are very rare 

of a HC combining those two first case report our knowledge, this is the To 

occurrences involving the left cardiophrenic angle. 

Complete surgical resection is the standard treatment for HCs. 

of the cyst borders the location and are: main particularities of our case The 

involving the left cardiophrenic angle and causing eventration of the diaphragm. 

The appropriate surgical approach to HCs should be made based on many 

of the cyst.size,  factors, such as the patient’s status, the location, borders, and  

HCs, especially in endemic areas, should always be a differential diagnosis for 

patients presenting with a cyst lesion in the thoracic cavity.  
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